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Letters to the Editor 
Dear Editor 
Do you clean or contaminate your broncboscope? 
The editorial by Harvey and Yates (1) was a useful 
reminder of the need to review cleaning and disinfec- 
tion procedures in our bronchoscopy units. Adequate 
manual cleaning remains a vital part of the process 
before the bronchoscope is placed in an automatic 
washing machine (2). Disinfection of the machine 
itself and frequent exchange of detergent, disinfectant 
and rinse water is essential. Sterile or filtered water 
should be used for preparation of the detergent and 
for rinsing the bronchoscope after disinfection. 
I disagree, however, with Harvey and Yates 
regarding guidelines for instruments used on patients 
with suspected Mycobacterium tuberculosis. The 
British Thoracic Society Guidelines referred to (3) 
mentions 3040 min for disinfection, not 20 min. An 
immersion time of 60 min has been suggested (4) 
and is currently used in many units. It should also 
be stressed that immunosuppressed patients are 
at special risk for cross-infection. Bronchoscopes 
should be soaked in 2% -gluteraldehyde for 60 min 
before use in immunosuppressed patients (3). In a 
recent national audit of bronchoscopy procedures 
(5) we found that of 159 units who responded to our 
survey, inadequate disinfection was carried out 
before, between or at the end of a list in 35%. 
Disinfection procedures for bronchoscopes after use 
in cases of suspected tuberculosis or before use in 
immunosuppressed patients were inadequate in 49% 
of units. Procedures were particularly likely to be 
faulty before or after emergency bronchoscopies. 
Correct disinfection procedures were more likely to 
be carried out in dedicated endoscopy units and 
where nursing staff had been on an external training 
course. There is obviously a need to disseminate 
guidelines more widely and to re-audit their 
implementation. 
D. HONEYBOURNJZ 
Department of Thoracic Medicine 
City Hospital NHS Trust 
Birmingham, U.K. 
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Reply to Dr Honeybourne 
We thank Dr Honeybourne for his interest in our 
editorial and, of course, agree with his comment that 
cleaning and disinfection guidelines need to be dis- 
seminated more widely. One of us was party to the 
original BTS Guidelines (1) which we said at the time 
was a ‘best buy’ policy. A 3040 min immersion time 
in 2% alkaline glutaraldehyde was the in vitro inacti- 
vation time for Mycobacterium tuberculosis and we 
commented that ‘these data would apply to a heavily 
contaminated and ‘unwashed’ bronchoscope. Al- 
though later in the recommendations, a 60-min 
immersion in 2% alkaline glutaraldehyde followed by 
rinsing in sterile water or alcohol was recommended 
prior to use of the bronchoscope in immuno- 
compromised patients, there was no data to support 
this longer immersion time. Dr Honeyboume refers 
to an immersion time of 60 min (2) in a letter written 
by members of the Hospital Infection Research 
Laboratory in his hospital. They mention that the 
current (1986) manufacturer’s recommendations for 
mycobactericidal activity was immersion for 10 min 
in 2% glutaraldehyde, but they also point out that 
immersion times of 45 min and 1 h have been 
suggested. 
The reason we chose to recommend 20 min as a 
sensible compromise was based on the work of 
Hanson et al. (3) - also a co-author of the original 
BTS Guidelines. They contaminated fibre-optic bron- 
choscopes using isolates of M. tuberculosis cultured 
from sputum. As already commented, simple clean- 
ing reduced contamination of the bronchoscopes 
significantly and all bronchoscopes were free of 
detectable mycobacteria after 10 min immersion in 
2% alkaline glutaraldehyde. As a consequence of this 
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work, the authors recommended that all broncho- 
scopes be ‘thoroughly pre-cleaned and disinfected in 
2% alkaline glutaraldehyde for 20 min as part of a 
uniform policy of infection control’. Obviously, as 
the last line of the BTS Guidelines mentioned - 
‘further recommendations will follow as more data 
becomes available’. We feel that an emphasis on 
thorough pre-immersion cleansing and regular moni- 
toring of the efficacy of the units’ immersion times by 
culture of pre-bronchoscopic saline flushes, is the 
safest approach in the light of current evidence. 
J. HARVEY* AND M. YATES? 
*Lung Function Unit 
Southmead Hospital, U.K. 
and 
tNationa1 Aging Research Institute 
Parkville, Australia 
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Dear Editor 
Smoking cessation: physician responsibility and 
government’s role 
I read with great interest the editorial ‘Smoking 
cessation: professional problem or public policy?’ (1). 
As respiratory physicians, we are responsible for not 
only smoking cessation treatment but also anti- 
smoking campaigns. I am embarrased to say that 
cigarette advertisements are still allowed on television 
in Japan (2). There are about 500 000 tobacco 
vending machines throughout the country (3) and 
70% of them are located outdoors. 
According to Japan Tobacco Association, 334.7 
billion cigarettes were sold in 1995. It is estimated 
that about half of them were sold through vending 
machines. Children can get cigarettes as easily as they 
buy soft drinks through such machines in the street. 
The increase in the number of underage smokers is 
one of Japan’s most important problems (4). Since 
April this year, tobacco distributors have turned off 
cigarette vending machines from 11 p.m. to 5 a.m. in 
response to public pressure to make cigarettes less 
accessible to minors. Do tobacco sellers really think 
that minors buy their cigarettes between those hours? 
Although a total ban on all tobacco advertising 
and the prohibition of the sale of tobacco through 
vending machines may be difficult, the Japanese 
government should prohibit cigarette advertisements 
on television by law and order retailers to take 
vending machines off the streets to indicate that it is 
taking the people’s health and future seriously. 
H. KAWANE 
Department of Medicine 
Kawasaki Medical School 
Kurashiki City, Okayama 
Japan 
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